I n the March 1975 issue of Hospital Pharmacy, we published the first of a series of medication error reports. Since then, we have published this feature almost every month for 25 years-for 300 months of publishing.
Finally, it appears that a critical mass of interest has been reached and the ears of the world are open to the fact that medication errors are a major health risk, and one that must be managed.
Here is how we got started in 1975. As director of pharmacy service at Temple University Hospital in Philadelphia, medication error reports crossed my desk. I also read case reports about medication errors in the medical and pharmaceutical literature. I learned the obvious: Errors that were happening at Temple were happening elsewhere, too.
As editor-in-chief of Hospital Pharmacy, I wanted to alert readers to the errors that occurred at Temple University Hospital, since they were surely occurring at other hospitals as well. This way, we could all learn from the mistakes of others. However, I could not fairly publish medication error reports from Temple: If you are the only hospital in America publicizing your errors, then you might as well close your doors.
At the time, I worked with Michael Cohen, an assistant director of pharmacy service, who felt as strongly about medication errors as I did. I asked Mike to write a monthly feature on medication errors for Hospital Pharmacy. Through soliciting anonymous error reports from colleagues; by searching the medical, nursing, and pharmacy literature; and by reviewing the newspapers, we were able to present a national picture of medication errors-and keep our jobs at Temple University Hospital. Michael Cohen is still writing this monthly feature in Hospital Pharmacy today.
Over the past 25 years, after publishing thousands of error reports, certain recurring causes of errors have become obvious: poor handwriting, poor abbreviations, incomplete drug orders, lack of knowledge about proper dosing, lack of knowledge about the proper route of administration, poor labeling, drug names that look and sound alike; lack of effective unit-dose dispensing systems, absence of effective pharmacy IV admixture services, uncontrolled floorstock, inadequate logistic systems, insufficient pharmacy hours, inadequate computer systems, lack of pharmacy involvement in monitoring the use of drugs, prescribers who do not answer their pages or whose personalities are such that they discourage or prevent communication, and many other personal and system failures.
Hospital Pharmacy did not discover medication errors, and we were not the first to publicize them in the pharmacy literature. R. David Anderson in the 1950s, Barker and McConnell in the 1960s, and Heller, Tester, Black, Hynniman, Latiolais, and others in the 1960s and 70s published information on medication errors. 1 For 25 years, however, we have beaten the drums. Month after month, we have kept the problem in front of hospital pharmacists. We are proud that we have played a part in stimulating studies that have scientifically documented the medical, human, and financial realities of medication misadventures.
Over the past 5 to 10 years, medication errors have been discussed more and more frequently in medical journals and the lay press. Finally, the country has been awakened to this urgent problem. The activities of the Institute for Safe Medication Practices, the American Society of Health System Pharmacists, the United States Pharmacopeia, the Food and Drug Administration, the American Pharmaceutical Association, the Institute for Healthcare Improvement, the Institute of Medicine, and various nursing organizations and investigative reporters have played prominent roles in this awakening.
Many of you have been involved in medication misadventure prevention for years. Now is certainly not the time to rest and expect physicians, nurses, and administratiors to fix the problem. Continue to be a leading force in this endeavor. You cannot do it alone. Work with physicians, nurses, risk managers, information technology departments, administrators, the pharmaceutical industry, government agencies, professional organizations, the public, and the news media. Be a leader in the critical national effort to improve the safety of medication use.
